Background: Active aging encompasses a socially and individually designed mix of different domains that range from personal and familial, to social and professional. In being a key policy concept often focused on the young-old individuals, efforts in studying its dimensions in advanced ages have seldom been made. Nevertheless, there is a recognized need to promote adequate responses to the growing number of individuals reaching advanced ages and to recognize their specific dependability on health-related aspects, services attendance, social interactions, or on psychological characteristics for what it means to "age actively."
inTrODUcTiOn
The concept of Active Aging is defined as "…the process of optimizing opportunities for health, participation and security in order to enhance quality of life as people age" (2) . In being of incontestable importance as a fundamental policy concept in Europe, efforts to increase its empirical evidence in terms of operative definition and criteria have received growing attention worldwide over the last years [e.g., Ref. (3) (4) (5) ].
The active aging model as presented by the World Health Organization (WHO) (2) encompasses six groups of determinants, each one including several features: (1) availability and use of health and social services (e.g., health promotion and prevention; continuous care); (2) behavioral determinants (e.g., exercise and physical activity; drinking and smoking habits; feeding; medication); (3) personal determinants (biology and genetics, and psychological characteristics); (4) physical environment (e.g., safety houses, low pollution levels); (5) social determinants (e.g., education, social care), and (6) economic determinants (e.g., wage, social security). This group is complemented by two crosscutting determinants-gender and culture. According to this model, the key elements of active aging are (1) autonomy, which is the perceived ability to control, cope with, and make decisions about how one lives on a day-to-day basis, according to personal rules and preferences; (2) independence, which refers to the ability one has to perform functions related to daily living, i.e., the capability of living in the community with no and/ or little help from others; (3) quality of life; and (4) healthy life expectancy, which refers to how long people can expect to live in the absence of disabilities. The main pillars of the model are participation, health, and security. More recently, a fourth pillar has been added to the model: lifelong learning (6) .
Presently, active aging appears mostly as an outcome of several determinants that are expected to help professionals and researchers to recognize particular profiles that are more at risk or, on the contrary, are more favorable to age actively. Since the majority of definitions of active aging are narrow and primarily concerned with the young-old [cf. (7)], the need for further investigating the concept's operationalization in the oldold has been increasingly recognized (8) , for instance, building on and expanding the classic WHO's definition of active aging, proposed a set of principles as the basis for a wide-ranging strategy on active aging that incorporate, among others, the need for encompassing all older people, including those who are frail and dependent, i.e., those who are more likely to be older and experiencing sizeable losses in cognitive and physical potential. On this specific matter (9) , in an Age UK report entitled Improving later life: Understanding the oldest old had already stressed the importance of fully integrating the older population into an active aging strategy that includes both prevention at earlier stages of the life course as well as into old age, and fast remedial action when autonomy is threatened.
By enlighten the active aging model in the oldest old (75+), this paper aims to test the statistical significance of observed differences in the structural weights of health, psychological component, cognitive performance, social relationships, biological component, and personality factors, across age groups.
MaTerials anD MeThODs

Data collection
This study was conducted in several Portuguese regions, including mainland territory and the Azores and Madeira islands, and is part of a large Portuguese project on active aging entitled "DIA: From Incapacity to Activity-The Challenge of Ageing" that included a cross-sectional survey of community-dwelling individuals aged 55 years old and over. Participants were recruited randomly through announcements in local media, local agencies (e.g., seniors clubs) and NGO's, and also recurring to the snowball method through which effective participants indicated other potential subjects who were in similar conditions. Trained researchers conducted the interviews and followed a structured questionnaire that included question on demographic, psychological, and social aspects. All interviews took place in local community facilities (e.g., parish hall) or at the participants' homes.
Measures
Different groups of determinants of active aging were assessed by means of an extensive protocol that was developed considering literature review of most common tests used in Gerontology and Geriatrics, and following previous experience with the European Survey of Aging Protocol [ESAP (10) (19, 20) ]. Bio-behavioral measures included pulmonary function and grip strength, which were calculated using a standard "Mini Peak-Flow Meter" (Datosprir Peak-10, Sibelmed) and an electronic dynamometer (Grip-D, TAKEI Scientific Instruments Co., Ltd.), respectively. Finally, health status and physical condition were assessed by self-report indicators of health condition (determined by a standard health-rating item: "In general, how would you rate your health?"), illness (sum of self-reported health problems), sleep problems, subjective physical activity (determined by the item: "In general, how would you rate your physical condition?"), ADL, and loneliness. A detailed description of the assessment protocol (Protocol of Assessment of Active Aging-P3A) comprising all instruments used for each of the WHO's active aging model determinants can be found elsewhere (1, 21) . Table 1 presents the variables used and its correspondent coding.
ethical Procedure
The study was submitted to the ethical commission of UNIFAI/ ICBAS-UPORTO. All the participants signed the informed consent form that was developed according the Declaration of Helsinki.
statistical analysis
Invariance Analysis Methods
Confirmatory factor analysis (CFA) models of factorial invariance enable one to test explicitly the structure of a model or its individual parameters for equivalence across subgroups or The sample comprised 1,322 persons with an average age of 70.4 years (SD 8.7 years; age range 55-101 years old). Most participants were women (71.1%; n = 939). More than half of the participants were married/partnered (55.7%; n = 729), 30.6% (n = 400) were widowed, 8.7% (n = 114) were single, and 5.0% (n = 65) were divorced. Almost a quarter of the sample (24.7%) lived alone. As for the educational level, 55.3% attended primary school (4 years schooling), 19.1% never attended school, 17.8% had completed high school, and only a minority presented a trade qualification or university degree (7.7%). Almost half of the participants (49.6%) earned per month the equivalent or less than the minimum national wage (around 400 Euros). Table 2 presents the sample characteristics (total and subgroups).
Multigroup analysis of structural invariance
To test the invariance across age groups, we conducted a multigroup analysis of structural invariance. The Model 1 (baseline model-equal pattern) had CFI and GFI of 0.890 and 0.921, respectively. The respective baseline chi-square was 825.022 with 348 df (Table 3 ). In the Model 2, each item-factor loading was forced to be equal across the two age groups. Model 2 had CFI and GFI of 0.878 and 0.916, respectively. The chi-square for Model 2 is 891.526 with 363 df ( Table 3 ). The Model 2 was nested within Model 1 [the set of parameters estimated in the more restrictive model (Model 2) was a subset of the parameters estimated in the less restrictive model (Model 1)] . Thus, the chi-square difference between Model 2 and Model 1 provided a test of the pre-condition for testing the invariance of structural weights. The model appeared not to be invariant across subgroups (p < 0.001), suggesting different structure for different age groups. All following analyses were performed only for people with 75 or more years (N = 269).
conditions (22) . Two primary models were tested: Model 1 was the baseline model with all parameters allowed to vary across groups and resulted in the first chi-square value for comparison with Model 2, which imposed the equality of factor loadings constraint across groups. The difference in the Model 2 and Model 1 chi-squares was used to evaluate overall invariance. Groups were defined regard to age: group 1: <75 years and group 2: ≥75 years. To ensure that statistically significant results were not due to model misfit, a variety of fit indexes were examined, including the chi-square goodness-of-fit test, comparative fit index (CFI), and goodness-of-fit index (GFI).
Exploratory and CFA
In the case of a significant result in the invariance analysis, the factor structure of P3A for the age group 75+ was examined by exploratory factor analysis (EFA) and CFA, using the same methodology as described in the previous work [cf. (1)]. In the EFA, a principal-components extraction with Varimax rotation was used. In the CFA, satisfaction scores for each dimension were obtained using factor score regressions. A nested models approach to test alternatives to the full model was used to obtain the final model. Goodness-of-fit criterion was used to evaluate the model fit. A significant level of 0.05 was used in all analysis, conducted using SPSS 20 and AMOS 19 for Windows. exploratory Factor analysis
The factor structure was examined by principal-components extraction with Varimax rotation for the sub-sample with 75+ years (n = 269). The Bartlett Sphericity test (p < 0.001) and the Kaiser-Meyer-Olkin (KMO = 0.798) test indicate that factor analysis seemed to be highly adjusted to this analysis. Six distinct factors, presented in Table 4 , were revealed explaining 55.5% of total variance. The final structure was Factor 1 (psychological component): six variables load heavily of this factor (psychological distress, happiness, optimism, neuroticism, quality of lifeenvironment, and loneliness), which account for 12.9% of the total variance; Factor 2 (health component): this factor comprises four variables (subjective health, subjective physical condition, ADL, and illness) and explained 12.0% of total variance; Factor 3 (cognitive performance): three questions have their highest loadings on this factor (cognitive impairment, income, and education level) and explained 9.6% of total variance; Factor 4 (biological component): this factor comprises only two variables (peak flow and grip strength) and explained 7.4% of total variance; Factor 5 (social relationship component): three variables have their highest loadings on this factor (family, friends, and confidence), accounting for 6.9% of total variance; and Factor 6 (personality component): the last factor contains only two variables (extraversion and openness to experience) and explained 6.6% of total variance. When comparing to the six-factor structure model for P3A originally obtained for the pooled sample (n = 925) which explained 54.6% of the total variance [cf. (1)], the achieved model for this age group reveals that the "psychological component" is the main factor associated with active aging, followed by "health component, " and that these previously occupied reverse positions (health component was in first place and explained 11.6% of total variance, followed second by the psychological component which explained 11.2% of total variance). All the other factors in the original model maintained a similar order to the current one (cognitive performance explained 10.6% of total variance; biological component explained 7.7% of total variance; social relationships explained 6.6% of total variance; and personality explained 6.6% of total variance).
confirmatory Factor analysis
We analyzed the full six-factor model for the 21 variables derived from the EFA ( Table 4) . For the final model, we used a nested models approach to test alternatives to the full model, eliminating of item "sleep problems. " The Confirmatory Factor analyses structure describes adequately the six factors reinforcing the adequacy of the proposed model. The goodness-of-fit indices suggest that the structure can be adequately described by the six correlated factors that are graphically presented in Figure 1 [χ 2 (155) = 226.700, p < 0.001; CFI = 0.928 and GFI = 0.924; covariance and error estimates were omitted of the figure]. Although the personality component was not significant, it was decided to keep the same model in order to preserve the original structure of the model.
DiscUssiOn
In overall, this study's main finding points to the prominence of the psychological component in defining active aging in the oldest age group as it adds evidence to the particular value of psychological functioning (namely absence of psychological distress, presence of happiness and optimism, low neuroticism, good quality of life, and low loneliness) in allowing an active involvement with life. The comparison of components between age groups revealed its major relevance on the achieved model for the 75+ group as it now explains 12.9% of total variance, followed by the health component that explains 12% of total variance. In the originally achieved model for the total sample [cf. (1)], the health component occupied first place in the factor structure model for P3A and explained 11.6% of total variance, whereas the psychological component, occupying second place, explained 11.2% of the total variance.
This observed change in the relative load of these two factors reinforces the notion that rather than health problems that most older people face, the differentiating aspect between those individuals who are aging actively from those who do not may be rooted in psychological characteristics and strengths. Traditionally, the majority of definitions of "successful aging" are based on the absence of disability with lesser inclusion of psychological variables (23) . However, it is not surprising the relevance of psychological variables later in life and in predicting quality of life in older adults by maximizing one's self-efficacy and resilience (24) as they are involved in emotional regulation and related to health by multiple pathways: at physiological level through immune system and at emotional level through experiences and generation of psychological resources and eliciting social support to deal with adversity, and finally at motivation level through health-relevant behaviors (25) . Furthermore "the ability to maintain an awareness of our positive emotions in the face of life inevitable difficulties, including challenges to health, may be a hidden key to resilience as we age. " (26) .
There is an aging paradox referring to the stability or increase of affective wellbeing across adulthood while, at the same time, cognition or physical health decline (27) . In fact, there is a wide consensus that older people are generally more focused on emotional issues and report more positive emotions than the younger ones [e.g., Ref. (27) (28) (29) ]. This psychological capacity (e.g., happiness, optimism, quality of life and less distress, neuroticism, or loneliness) may be what makes the difference between those aging actively and those less active, in times when having health-related issues is the norm, more than the exception. Regardless of still being to some extent autonomous while living in the community, old people may gradually lose their adaptation potential. Active aging discourses that pay a strong emphasis on health and independence, or understand the concept in terms of occupation and "youthful activities" should incorporate a more psychological rooted perspective. By acknowledging the important contributions of psychology in the conceptualization of Active Aging (30), the concept can be encapsulated as being "engaged in life" in more advanced ages and potentially incorporate spiritual and philosophical dimensions (31, 32) , which are acknowledged to be of particular relevance in very old ages.
The main contributions of the present paper stress the importance of paying particular attention to the oldest group of people (75+) and emphasize the role of psychological variables in the active aging. The "subjective nature" of the concept of active aging has been already acknowledged by several researchers, including Bowling (33) who found that more than a third of respondents in her study rated themselves as aging "very actively," and almost a half as "fairly actively." People based their judgment on: having/maintaining physical health and functioning (43%); keeping leisure and social activities (34%) as well as maintaining mental activity (18%), and social relationships (15%). The subjective meaning of the words "active ageing" was: physical activity; autonomy, interest in life, being able to cope with challenges, and stay aware of the world (34) . People seem, therefore, to mix physical, mental, and social factors, and the ability of deciding by their own. By questioning the deterministic view of the WHO model, this study puts an emphasis on the need for introducing, a psychosocial perspective, and take into consideration the pro-active attitude that people claim.
In sum, people should stay engaged with society and at the same time adopt a healthy life style to guarantee the best physical condition. However, the key aspect of the active aging model derives from the balance between individual and social responsibility in aging well as both contribute to aging outcomes. Active aging can only be achieved in contexts that are both supportive and "age friendly, " that value individual choices, and that, in overall, assure an easy access to a wide-ranging set of services according to specific perceived needs (35) .
cOnclUsiOn
Based on the present data, psychological aspects proved to be of great relevance for active aging, and corroborate previous research that considers mental health balance as an optimist view of life and cognitive capacity [e.g., Ref. (36, 37) ]. It is possible to conclude that although being very important, objective and subjective health seem not to be the main aspects of active aging. Health issues are common at advanced ages and psychological status matters to cope with them. Psychological variables may contribute to more positive attitudes toward health and facilitate functionality, balancing objective measures with subjective ones as supported in the literature [e.g., Ref. (1, 24, 33, 34, 38) ]. We advocate greater attention to psychological aspects to foster active aging either by intervening in psychological distress or training coping strategies that help people to keep engaged with life despite the presence of health problems. As the ultimate objective of studying and intervening in very old age is to optimize the aging process and quality of life, this association should by explored in future research as (5) suggested by focusing on the individual and examining the contributions of active aging to life satisfaction and the possible predictive value of coping styles to active aging.
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